Genital tuberculosis usually presents as local symptoms such as lower abdominal pain and a sensation of scrotal bloating. We report a rare case of genital tuberculosis in a 46-year-old man presenting with symptoms that mimic Fournier's gangrene. He had a progressive local symptoms of scrotal tenderness, redness, swelling, and local rise in temperature. The patient underwent emergency open debridement, and pathology confirmed tuberculosis infection. Recovery was uneventful after 6 months of anti-tuberculosis drug treatment. Literature of genital tuberculosis is also reviewed. (Hong Kong j.emerg.med. 2013;20:309-311) 生殖道的結核菌感染通常是以局部症狀表現，例如：下腹痛及陰囊腫脹。我們在此報告一個罕見病例， 一名 46 歲男性罹患生殖道結核桿菌感染，其表現仿似福耳尼埃氏壞疽。他有漸進的局部症狀，包括陰囊 疼痛、發紅、腫脹、局部溫度上升。此病患並接受緊急的手術清創，病理報告證實為結核菌感染。經過 六個月的抗結核藥物治療後，此病患康復。我們並回顧及整理生殖道結核菌感染的文獻。
Introduction
Fournier's gangrene is an emergency surgical disease which urgent surgical debridement is needed. Most are caused by pyogenic bacteria originated from the anorectal, genitourinary or cutaneous origin. We report a rare case of a 46-year-old male with genital tuberculosis presenting with symptoms that mimic Fournier's gangrene.
Case
A 46-year-old male, with good past health, presented to our emergency department with progressive scrotal swelling and pain for one week. The pain was persistent and dull. The visual analogue pain score was 7 out of 10. He had low grade fever (37.0 to 38.0 degree Celsius) for 10 days. He denied any chest symptoms nor night sweating. On physical examination, palpation tenderness, local induration, redness, swelling and local rise in temperature were located in the scrotal and suprapubic areas. There was also cutaneous discharge from the left scrotum. There was no pain relief on lifting the affected testicle (negative Prehn's sign). On laboratory examination, there was no leukocytosis but C-reactive protein level was mildly elevated (3.5 mg/dl). Computed tomography did not reveal subcutaneous gas formation but scrotal swelling and left seminal vesicle abscess was observed ( Figure  1 ). There was ring enhancement with an irregular hypodense lesion in the prostate gland ( Figure 2 
Discussion
Genitourinary tuberculosis is one of the most common manifestations of extrapulmonary tuberculosis and a cc o un ts fo r 2 -4 % o f c as es o f tu b erc ulos is. 1 Genitourinary tuberculosis often results from previous primary pulmonary disease, which spreads through the blood to the genitourinary tract. Bacteria inhabit the tissues to form caseous granulomas. In addition, genital tuberculosis is usually a disease of sexually active males and most commonly occurs between the ages of 20 and 40 years. 2 Common symptoms include local symptoms such as lower abdominal pain and a sensation of scrotal bloating. Presentation ranged from asymptomatic, sterile pyuria, to localised abscess and granuloma formation. Local abscesses and fistulae may form if the condition continues untreated. The symptoms are insidious; therefore, it is very difficult to identify genital tuberculosis infection in its early stage. Ultrasonographic features are non-specific and include diffusely enlarged homo-or heterogeneously hypoechoic and nodular, enlarged, heterogeneously hypoechoic lesions. 3 Calcifications of the epididymis and tunica vaginalis may also be found. On computed tomography, irregular hypodense areas may be noted and ring enhancement is seen in patients with abscess formation. The prostate, epidydimis and even testis may also be calcified in the late stages. 4 Unlike pulmonary tuberculosis, genital tuberculosis should be confirmed by positive cultures, Ziehl-Nielsen staining, or histopathological examination of resected tissues. 5 Urine acid-fast stain is less useful for initial detection. Polymerase chain reaction (PCR) of urine is reported to have high sensitivity and specificity and is a good and rapid technique to identify tuberculosis. However, it fails to differentiate between active and latent infections. 6 Complete treatment of genital tuberculosis requires a treatment duration of at least 6 months. Physicians should prescribe 3 or 4 drugs, including rifampicin, isoniazid, pyrazinamide, and ethambutol, in the first 2 months. An additional 4 months of rifampicin and isoniazid daily, twice per week or 3 times per week are used. 7 It is also important to take notice of any adverse effects of treatment.
Our case demonstrated an unusual presentation of genital tuberculosis with no evidence of pulmonary or renal tuberculosis, diffuse involvement of the prostate, formation of a seminal vesicle abscess, and had symptoms mimicking Fournier's gangrene. The mechanism underlying the urgent symptoms remains un clea r. We hy pot hesised tha t th e sy mpto ms mimicking Fournier's gangrene might have been a result of microorganisms invading the deep fascia of the scrotum through the cutaneous fistula, but not advancing rapidly. The fact that the tissue debris yielded Mycobacterium tuberculosis might be evidence for this. However in our case PCR test was not performed initially because genitourinary tuberculosis was not suspected at first. Thus, we did not prescribe anti-tuberculosis drugs until the final pathologic report. Because of the rare presentation and cases, it is very hard to make a comparison between genital tuberculosis-induced acute scrotum and Fournier's gangrene. One contrast of genital tuberculosis induced acute scrotum and Fournier's gangrene is that the tuberculosis develops insidiously while Fournier's gangrene develops more acutely. It might be useful for clinician to make a sense of it. Emergency physicians and urologists should consider the possibility of genitourinary tuberculosis in the differential diagnosis of acute scrotum or Fournier's gangrene.
